ABSTRACT
Our purpose was to explore how public health departments might intervene to address each of these pathways and the extent to which they are doing so in four world cities: London, New York, Paris, and Tokyo. These cities are useful cases because each is characterized by striking contrasts among neighborhoods with great wealth and inner-city neighborhoods with higher concentrations of material deprivation and poor health outcomes. Also, these cities are characterized by important differences in governance, public health organization, resources, and history. Faced with common problems of inner-city health, how have these different systems responded, and what do we know about their efforts to date?
Methods
Using census data, we defined the urban core of each city. We also classified and compared neighborhoods within each city using census data and health indicators. Finally, we conducted a meta-analysis of the literature on public health interventions in these cities that addressed the connections between neighborhoods and health. Based on this analysis, we discuss the success of these interventions, suggest ways of understanding differences in health indicators, and identify promising practices in each city.
Results
In New York, health inequalities are more pronounced than in the other three cities, but the direct observed therapy (DOT) program for tuberculosis has been a resounding success. In London, there have been important plans to promote intersectoral health strategies, with uncertain success to date. In Paris, prenatal care programs across all neighborhoods have drawn admiration from abroad. And, in Tokyo, despite the rise of tuberculosis, there are relatively lower health disparities than in the other three cities.
Conclusions
Among the four cities, Paris and Tokyo are "soft" global cities, characterized by more even distributions of wealth and smaller disparities in health outcomes among neighborhoods. New York and Paris use a centralized approach to public health problems, while London and Tokyo emphasize local autonomy in interventions. Finally, interventions in New York and Tokyo have focused most extensively on physical environmental factors, while those in London and Paris have concentrated on medical resources.
Urban Environmental Health, Technology, and Community-Based Project Learning of the students while enabling students to broaden their understanding of environmental justice issues. In addition, we wanted the students to gain practical experience in working with groups and neighborhoods. Class sessions included lectures on segregation, income inequality, sprawl, housing affordability, lead, asthma, community gardens, and other topics focused on the problems of inner-city environmental health.
Results
Class projects were a study of the feasibility of community greenhouses to remediate lead-contaminated residential soils in a neighborhood that has had high rates of childhood lead poisoning; an environmental justice study of capital expenditures of the local transportation agency that compared a bus route that replaced an abandoned inner-city elevated mass transit line to a new suburban commuter rail extension; and a planned series of lunchtime walks that highlighted local history, architecturally significant buildings, and environmental resources to facilitate the connection of the medical center complex to the surrounding community and promote physical activity to combat obesity.
Conclusions
Lessons learned included the need to begin project planning 3 to 6 months in advance of the start of class, the need to understand and articulate the concerns of community partners, the utility of integrating class assignments and lectures with projects, and benefits associated with micromanaging projects to ensure that potential problems are solved in advance of project completion deadlines. 
HEALTH CARE DELIVERY AND POLICY

ABSTRACT
Objectives
The designated medical profile (DMP) program was designed and implemented at St. Paul's Hospital, Vancouver, British Columbia, Canada, in 1998 as a way to provide effective, appropriate, and consistent care to patients who present at the emergency department (ED) frequently or who have complex health and social issues and/or challenging behaviors. Patients must exhibit two or more of the following to be considered for inclusion in the DMP program: drug or alcohol abuse, drug-seeking behavior, abusive behavior, complex medical problems, chronic medical problems, and frequent use of other hospitals.
Methods
The DMP consists of a care plan, established by a multidisciplinary hospital-and community-based committee, that provides ED staff with a way to obtain quick information about the patient's health status, community connections, and guidelines for care. The care plan is available to all professional staff and aids staff in decision making regarding the patient. The aim of the DMP is twofold: to provide staff with a tool that helps them render improved
